INTRODUCTION
The treatment method for gastric mucosa-associated lymphoid tissue (MALT) lymphoma is determined according to the clinical stage and Helicobacter pylori (HP) infection status.
1,2 HP eradication is recommended regardless of the clinical stage, even in HP-negative cases. 2, 3 In cases of early-stage MALT lymphoma, approximately 75% of patients with successful HP eradication achieved complete remission (CR). 4 In advanced stages, residual disease after HP eradication, or HP-negative cases, radiotherapy and/or chemotherapy can be administered subsequently.
1,2
The mean time to histological remission after HP eradication was 5 months (range, 1 to 14). 5, 6 The guidelines recommend a watch and wait strategy, in which endoscopic biopsies are performed every 3 to 6 months for a period of at least 12 months. 1, 2 It appears that low-grade MALT lymphoma has good prognosis irrespective of the treatment method used. [7] [8] [9] In 1992, Radaszkiewicz et al. 10 reported that the 5-year cumulative incidence of relapse after radical tumor resection was 22% for gastric MALT lymphoma. In a preceding study, Pinotti et al. 11 had reported that the 5-year projected event-free survival rate was 67% (events defined as relapse or death) for low-grade MALT lymphoma. In a 2010 systematic review, Zullo et al. 4 reported that the recurrence rate for early-stage MALT lymphoma after HP eradication was 2.2% per year. We classified gastric MALT lymphoma into diffuse infiltration, ulceration, and polypoid types based on the major macroscopic appearances. 12 On the other hand, Kolve et al. 13 classified gastric MALT lymphoma into the polypoid, exulcerative, ulcerative-infiltrative, and diffuse-infiltrative types based on the endoscopic appearances, while others classified it into five types based on strictly defined endoscopic findings. 14, 15 There have been several attempts at using endoscopic classification in the diagnosis of MALT lymphoma. 16, 17 However, the clinical significance of endoscopic classification for the diagnosis of gastric MALT lymphoma is controversial. The aim of this study was to compare the time to CR and relapse-free survival (RFS) between different endoscopic types of gastric MALT lymphoma.
MATERIALS AND METHODS

Patients
We retrospectively reviewed the medical records of 158 consecutive adult patients diagnosed with gastric MALT lymphoma at Seoul National University Bundang Hospital between April 2003 and March 2015. Thirty-six patients who did not achieve CR were excluded, while the remaining 122 patients who achieved CR were included. This study was conducted in accordance with the amended Declaration of Helsinki. The Institutional Review Board of Seoul National University Bundang Hospital reviewed and approved the protocol (B-1507-306-125).
Diagnosis, treatment, and endoscopic findings
All patients were diagnosed using endoscopic biopsies based on histomorphological criteria in accordance with the World Health Organization classification. Patients without histological confirmation were excluded. In addition, patients with other malignancies, including diffuse large B-cell lymphoma, as well as MALT lymphoma involving parts of the gastrointestinal tract other than the stomach, were excluded. Most patients underwent HP testing including modified Giemsa staining, rapid urease testing, cultures, or urea breath tests. Radiologic evaluations including computed tomography were also performed for staging. Some patients underwent endoscopic ultrasonography and bone marrow biopsy. A minority of patients underwent MALT1 gene rearrangement tests using fluorescence in situ hybridization.
The attending physicians determined the appropriate treatment for each patient depending on the HP infection status, chromosomal translocations, and clinical stage, including lymph node involvement and submucosal invasion. The majority of the subjects with HP infection and early stage cancer were treated with HP eradication. For HP-negative cases or cases with no response to eradication, radiotherapy was administered. When regional lymph nodes around the stomach were involved, radiotherapy was administered as the firstline treatment, with or without HP eradication. For the more advanced stages, such as modified Ann Arbor stage IIIE or IVE, 18 the first-line treatment was chemotherapy with or without HP eradication. In patients who did not achieve CR after radiotherapy with or without HP eradication, chemotherapy was administered as a second-line treatment.
The treatment method was determined as HP eradication, radiotherapy, or chemotherapy, based on the treatment that resulted in CR, irrespective of whether it was the first-or second-line choice. In most patients, follow-up esophagogastroduodenoscopy (EGD) was performed every 3 to 6 months un- 
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til CR was achieved. After achieving CR, EGD was performed every 1 to 2 years. Two endoscopists reviewed the endoscopic findings of each patient and classified them into diffuse infiltration, ulceration, or polypoid lesion categories based on the study by Taal et al. (Fig. 1 ).
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CR and relapse
According to the histological grading system proposed by the Groupe d'Etude des Lymphomes de l' Adult, CR is defined as the lack of macroscopic features of lymphoma, and negative histology (complete histological response or probable minimal residual disease) on two subsequent follow-ups. 1, 19 A complete histologic response was defined by normal or empty lamina propria and/or fibrosis with absent or scattered plasma cells, and small lymphoid cells in the lamina propria without lymphoepithelioid lesions. Probable minimal residual disease was defined as empty lamina propria and/or fibrosis with aggregates of lymphoid cells or lymphoid nodules in the lam- 
Statistical analysis
The RFS and cumulative incidence of relapse were analyzed using Kaplan-Meier analysis, and the comparison of differences between groups according to clinical stage, treatment method, and endoscopic findings, was performed using the log rank test. A p<0.05 was considered to indicate statistical significance. All statistical analyses were performed using SPSS version 22.0 (IBM Co., Armonk, NY, USA).
RESULTS
Patient characteristics
The mean age was 52.1±11. 3 The proportion of advanced stage patients with polypoid type was significantly higher than those with the diffuse infiltration or ulceration types, and the proportion of patients receiving chemotherapy was significantly higher in patients with the polypoid type than in those with the diffuse infiltration and ulceration types (Table 1) . However, the other variables did not differ significantly.
Time to CR after treatment initiation
The median time from treatment initiation to CR was 3.5 months (IQR, 2.7 to 6.2) ( Table 1 ). The median time to CR did not differ significantly between the HP eradication, radiotherapy, and chemotherapy groups (3.8, 3.0, and 4.2 months, respectively; p=0.764). However, this was significantly longer for the polypoid type than for the diffuse infiltration or ulceration types (3.4, 3.1, and 7.8 months, respectively; p=0.003). The median time to CR for the ulceration type did not differ from the diffuse infiltration type.
RFS
Six (4.9%) out of 122 patients relapsed after CR. The median time to relapse after CR was 26.9 months (IQR, 10.2 to 32.1). All the relapses were observed within 5 years. In total, one, two, and three patients relapsed in the diffuse infiltrative, ulcerative, and polypoid groups, respectively. Among the patients with relapse, the diffuse infiltrative type, ulcerative type, and polypoid type were observed in one, two, and three patients, respectively. At relapse, the follow-up endoscopic types were consistent with the initial endoscopic types for all patients.
Kaplan-Meier analysis showed that relapse occurred more frequently and earlier in the advanced stage disease (modified Ann Arbor stage IIIE or IVE) than in early stage disease (modified Ann Arbor stage IE or IIE; log rank, p<0.001) (Fig.  2A ). For cases with advanced stage disease (Ann Arbor stage IIIE or IVE), the 3-year RFS rate was 33.3%. In contrast, the 3-year RFS rates for Ann Arbor stages IE and IIE were 98.7% and 100%, respectively.
In addition, the cumulative relapse rate of the chemotherapy group was higher than that of the HP eradication or radiotherapy groups (log rank, p<0.001) (Fig. 2B) . The relapse rate of the HP eradication group did not differ significantly from the radiotherapy group (log rank, p=0.229). The 3-year RFS of the chemotherapy group was significantly lower than that of the HP eradication and radiotherapy groups (p<0.001, 42.9% vs. 100%; p=0.032, 42.9% vs. 93.8%, respectively).
In particular, the RFS of the polypoid group was significantly worse than that of the diffuse infiltration or ulceration group (log rank, p=0.024) (Fig. 2C) . The 5-year RFS rate was 76.4% in the polypoid type. There was no significant difference in the 5-year RFS rates between the diffuse infiltration and ulceration types (p=0.414, 95.8% vs. 90.1%).
Patients without HP eradication had tendencies to relapse more frequently compared to the patients with successful HP eradication (5-year RFS rates, log rank, p=0.003, 66.3% vs. 94.0%).
DISCUSSION
In this study, the possible correlation between endoscopic findings and recurrence rate in gastric MALT lymphoma was investigated. It appeared that patients with polypoid type on initial endoscopy had a higher likelihood of recurrence than those with diffuse infiltration or ulceration types. Yokoi et al. 21 identified eight patients with a polypoid appearance among 96 patients with gastric MALT lymphoma in Japan in 1999. They reported that the mean overall survival for polypoid cases was 21.0±20.9 months, and six of the eight patients achieved CR after total gastrectomy. Among the eight patients with a polypoid appearance on endoscopy, six had low-grade gastric MALT lymphoma, and two had high-grade gastric MALT lymphoma. They asserted that gastric MALT lymphoma cases with polypoid findings might be regarded as intestinal-type, and can be distinguished from lesions with other appearances, because their features resembled those of colorectal MALT lymphoma. Interestingly, they also reported a lower HP positivity in the polypoid lesions than in superficial/erosive or ulcerative lesions (37.5% vs. 86.7%, respectively). On the contrary, in our study, HP positivity did not differ significantly between the polypoid type and the diffuse infiltration or ulceration types (p=0.888).
In addition to the endoscopic findings, a correlation was identified between recurrence and the Ann Arbor staging and treatment methods. Although we aimed to identify the essential predictive factor(s) for relapse in gastric MALT lymphoma, we could not identify any significant factors using the Cox proportional hazards model. Although there was no significant collinearity between endoscopic findings, Ann Arbor stage, and/or treatment when variance inflation factors were used, statistical significance was not achieved with any multivariate model by Cox proportional hazards analysis. One of the three variables could be a potential confounding factor; however, the most important predictive factor could not be identified. Therefore, prospective randomized studies for gastric MALT lymphoma with a polypoid appearance on endoscopy are required.
The median time to CR after treatment was 3.5 months (IQR, 2.7 to 6.2) for all patients with MALT lymphoma. In subgroup analysis based on endoscopic appearance, the median time to CR was significantly longer in the polypoid type than in the diffuse infiltration or ulceration types. This finding might be attributed to a higher proportion of advanced-stage patients with polypoid type who received chemotherapy treatment than patients with other types. However, although the proportion of advanced stage patients was higher in the chemotherapy group than in the HP eradication or radiotherapy groups, the median time to CR did not differ significantly between the three treatment groups. Therefore, these results imply that polypoid findings on endoscopy have some clinical significance, regardless of clinical stage or treatment method. Furthermore, several previous studies reported that the polypoid type is more common in high-grade gastric MALT lymphoma than in low-grade gastric MALT lymphoma. 14, 15 In the present study, all patients with high-grade gastric MALT lymphoma were excluded, including those with diffuse large B-cell lymphoma. Although all patients enrolled in the present study had histologically proven low-grade gastric MALT lymphomas, the polypoid appearance was significantly associated with an advanced Ann Arbor stage. A limitation of this retrospective study was the heterogeneity among the enrolled patients, including HP eradication, the timing of the treatment, and the differences in treatment methods according to the clinical stage. We could not assess overall survival, because none of the enrolled patients died. In this study, 4.9% (six out of 122 patients) relapsed within 50 months; however, there was no relapse after 5 years. This relapse rate was lower than that observed in previous studies, 4, 10, 11 because only patients who achieved CR were enrolled in this study. Nevertheless, it appeared that there was a significant difference in the RFS of patients based on the clinical Ann Arbor stage, treatment method, and endoscopic findings.
In conclusion, polypoid appearance on initial endoscopy was linked to the clinical course of gastric MALT lymphoma. Cases of gastric MALT lymphoma with a polypoid appearance required a longer time to CR, and had higher likelihood of recurrence than those with diffuse infiltration or ulceration appearance on endoscopy. The polypoid appearance on initial endoscopy might indicate the necessity for a different strategy during the clinical follow-up of low-grade gastric MALT lymphoma.
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